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Introduction
There are over 46.8 million people worldwide with dementia. It is predicted that this will increase to over 75 million by 2030 and over 130 million by 2050 (Prince, Wimo & Guerchet et al. 2015) . By 2050, it is estimated that the numbers of people with dementia will increase by 116% in high income countries and by 227% in the rest of the world (Mesterton, Wimo & Langworth et al. 2010 ). There are 850,000 people living with dementia in the UK today, including over 700,000 people in England (Alzheimer's Society, 2014) . By 2025 the number is expected to rise to over one million and by 2050 it is projected to exceed 2 million (Lewis, Sussex, O'Neill & Cockcroft, 2014) . Given the increasing numbers of people living with dementia it is imperative that new, practical solutions are found to build connections to help these people stay in the community and support this group of people and their families.
A report published in 2007, Dementia UK: The Full Report (Alzheimer's Society, 2007) marked a change in awareness about dementia and highlighted the inadequacy of UK policy responses to this challenge at the time. Progress has been made since then, in particular dementia has been accorded much greater national priority through the formulation of national dementia strategies for each country of the UK (Department of Health, 2009; Department of Health, Social Services and Public Safety, 2011; The Scottish Government, 2010; Welsh Government, 2011) .
The dementia strategy for England, Living well with dementia: A National Dementia Strategy and the supporting implementation plan was published in 2009 (Department of Health, 2009 ). This five-year strategy launched under the New Labour administration was endorsed by the Coalition Government, which published a second version of the implementation guidance in 2010. The strategy was produced to enable improved care and support for people with dementia and their carers (known as caregivers in the United States). The aim of the strategy was to ensure significant improvements in dementia services across three key areas: awareness, earlier diagnosis and intervention, and high quality of care.
In March 2012 the UK Coalition Government launched the Prime Minister's challenge on dementia: Delivering major improvements in dementia care and research by 2015 (Department of Health, 2012) . The Prime Minister's challenge aimed to build on the achievements of the national dementia strategy and outlined a number of ambitions in three areas. The three identified areas for support were: improving services for this population; creating "dementia friendly" communities that know how to help this group of individuals; and basing improvements and changes as well as measuring progress through research. Linked to the Prime Minister's Challenge was the National Health Service Dementia Challenge Fund (linked to the Prime Minister's challenge), which enabled local communities to identify and implement practical solutions to the problems faced by people living with dementia. A successful application to the fund (match funded by the local authority) facilitated the setting up of the project examined here.
The dementia project was based on the Shared Lives model of community-based support and attached to an existing Shared Lives service. Shared Lives Plus (the UK network for family-based and small-scale ways of supporting adults) describes Shared Lives as 'where an individual or family is paid a modest amount to include an isolated or under-supported older or disabled person in their family and community life. In many cases that person goes to live with a Shared Lives carer and their family, although Shared Lives is also used as day support, as respite care for unpaid family carers, as home from hospital care and as a stepping stone for someone to get their own place' (NAAPS, 2010) . Shared Lives carers, and the person requiring support, are carefully 'matched' to ensure compatibility by scheme staff, at present 80 per cent of schemes are run by local authorities. A key feature is that the Shared Lives carer's home is used as a resource, the service user goes to the carer's family home rather than support being provided in the person's own home or in a residential facility. The majority of users of Shared Lives services in England are people with learning disabilities, 7,710 in 2014 followed by 820 people with mental health issues, 310 older adults and 280 with physical disabilities (Shared Lives Plus, 2014).
There is a large body of literature in the United States about adult foster care which could be considered the equivalent to this program. It is also equivalent to adult placement or family care as it is known in Europe. Whilst there are some differences between the US and the UK such as the number of people living in one home and funding arrangements, there are strong similarities in the implementation of these types of programmes. In the US a number of comparative studies (although now conducted some time ago) have shown that these programmes are as good as, or better than, more institutional options for older people, such as nursing homes, in terms of both health outcomes and levels of social activity (Bravo, Charpentier, Dubois, DeWals & Emond, 1998; Eckert, Namazi & Kahana, 1987) .
There has been a limited amount of research in connection with Shared Lives in England and it is only more recently that this type of service has begun to attract attention in the literature. There is some evidence of high levels of satisfaction among people using the service (Fiedler, 2005; NAAPS & IESE, 2009 ) alongside cost-savings when compared to traditional services, particularly for people with learning disabilities (NAAPS & IESE, 2009; Social Finance, 2013) . It has been suggested that Shared Lives out-performs alternative care and support options on some key indicators of personalisation, such as inclusion, flexibility, choice and control (NAAPS, 2010) . Shared Lives has been proposed as a potential alternative to traditional respite care, with care provided in a home environment (McConkey, McConaghie, Roberts & King, 2002; Valios, 2010) . Shared Lives had been identified as having potential as an option for older people, including those with dementia (Author's own, 2013; Fox, 2011; Valios, 2010) . The most recent project to focus specifically on Shared Lives and dementia was conducted by Innovations in Dementia (a consultancy and training Community Interest Company) and Shared Lives South West (a regional charity running Shared Lives services) who conducted a three-year project looking at how the service could support people with dementia and their families, what people with dementia and their families thought of Shared Lives services, and how such services could be developed across the UK (Bell & Litherland, 2013) . The project's main purpose was to gather evidence to show whether Shared Lives could be a desirable service offer from a carer or person with dementia's perspective and to support Shared Lives schemes to gain the confidence and skills they needed to be 'dementia ready'.
The project found that family carers and people with dementia responded very positively to Shared Lives services. The majority of those who used it felt it was personal, reliable and that the person with dementia enjoyed themselves. Shared Lives schemes appeared to be well placed to develop services for people with dementia and the core processes of matching, monitoring and supporting Shared Lives carers appeared to work well for this client group. It was clear that many schemes had already begun to develop dementia services on a small scale, often in response to an individual case where an existing service user with a learning disability had developed dementia or where a specific referral had been made. The experience of schemes actively developing dementia services indicated that this expansion required specific investment in knowledge and capacity within the scheme. 
Methodology
The overall approach adopted for the research was formative evaluation, given that the service was a new one. This meant a focus on the 'softer' side of project activities such as relationships, processes, organisational context, change processes and management. This was to encourage reflection and emphasise key lessons that could be learned for the local area and more widely.
Sample Participants
The care manager responsible for leading the dementia project provided information on potential interviewees based on their exposure to the project, either through a connection to the wider Shared Lives service or as potential referrers to the dementia project, a purposive sample. Twenty individuals were approached who either worked within the local authority that ran the Shared Lives service and dementia project, or worked for non-profit organisations covering the same geographical area. Six people declined to participate due to being unavailable during the timeframe for data gathering.
Fourteen interviews were conducted with: Shared Lives services and dementia project staff (5); Shared Lives carers (2); social care practitioners, commissioners and managers (4); and representatives from local non-profit groups working with older people and carers (3). The interviews were conducted between November 2013 and January 2014, a minimum of six months after the project had started.
Materials and Interview Guide
Normalisation process theory (NPT) was used to provide a framework for generation and analysis of data. NPT is a conceptual tool used primarily to examine the implementation of complex interventions, particularly reflecting on how changes became 'normalised' or accepted, demonstrated by changes in thinking, actions and organisation. May and Finch (2009) describe it as a theory that can be used in prospective process evaluations and to assist in directing research to the questions that are intrinsic to sustainability. It focuses attention on implementation as a social process and on the social factors that may constrain or enhance the work of implementation. NPT is concerned with understanding trust and interpersonal relationships within social networks as they impact on the introduction of something new. However, NPT can go beyond this to investigate the processes by which it may become embedded and routinized in practice. NPT uses four constructs to allow for closer examination of elements that are important in the embedding of change (see Table 1 ).
[Insert Table One Approximately Here] A similar semi-structured schedule was used for all interviewees. Interview questions specific to the project were designed to reflect three of the NPT constructs as it was too early in the process of implementation to consider reflexive monitoring. There were a total of fifteen questions, two covering role and responsibilities of the interviewee, four covering each NPT construct and one closing questions (see Table 2 for example questions).
[Insert Table Two Approximately Here]
Procedure
All relevant people, groups and authorities were consulted and the necessary permissions obtained to conduct the research. Approval was obtained from the national Social Care Research Ethics Committee for the project as a whole.
Potential interviewees were emailed in the first instance by the research team and provided with a participant information sheet if they expressed an interest in taking part. Written consent was obtained at the time of interview. Twelve of the 14 interviews were audio-recorded and transcribed (the recordings were then permanently deleted), in two cases notes were made during the interviews rather than recordings at the request of interviewees. Interviews lasted between 45 minutes and one hour and were conducted at locations within the community convenient to interviewees.
Analysis
NVivo specialist software for qualitative analysis was used to code and manage the data. The principles of thematic content analysis were followed. These categories were examined and placed under headings according to the NPT constructs plus 'other' if there were issues and topics that did not clearly fit with the theory. The procedure for assessing trustworthiness of the data analysis was through credibility or stakeholder checks with research participants and other people with a specific interest in the research. Interpretations and conclusions were also verified by on-going discussion within the research team and project advisory group.
Results
Key themes were identified and described shaped by the NPT framework, Table 3 provides a summary of the overall results organised according to the constructs of NPT. Results are described under the main NPT constructs.
[Insert Table Three Approximately Here]
Coherence
One of the main themes to emerge from the data was a lack of awareness and understanding about the dementia project, and more generally about the model being offered to support older people.
There were some interviewees who knew about the Shared Lives service but only in relation to learning disabilities.
I always felt it was more learning disability rather than dementia so it was not something I ever got interested in really (practitioner)
The care manager running the project and the wider Shared Lives staff team were clear about their roles in relation to the dementia project. There was less clarity with social care professionals and staff from other organisations who were not sure what was involved in referring someone to the service, and there was a perception that this was time-consuming and complicated.
I could see why people may be uncertain about it…that the process could be lengthy and bureaucratic (voluntary sector worker)
Most interviewees could identify what the potential benefits of the dementia project were once it had been briefly described to them. They could see that it could be a viable alternative to residential care, the positive aspects of the home environment and being part of a family, and that it was person-centred. Interviewees on the whole believed the 'idea' of the dementia project to be a good one.
I can imagine it would be much better for somebody to feel that they have developed good relationships with people they know rather than a change of staff all the time (voluntary sector worker)

Cognitive participation
Having a key individual to drive the project forward was seen to be essential to set up systems, procedures and to engage with others. The project care manager worked closely with the manager of the Shared Lives service, and there were two or three managers out in the local authority who described themselves as 'champions' of the project. However, this was not always seen as enough to filter through to the care management teams to fully implement the project.
I have a role to play…we'd agreed I'd champion it wherever I can (local authority manager)
The social care professionals interviewed did not change the way they worked to accommodate the dementia project. They also identified that generally they did not discuss Shared Lives or the dementia project with colleagues because of hot-desking (multiple people using a work space during different time periods) and work pressures. On the whole it was the wider Shared Lives team who felt that they could make a valid contribution to the project through helping to approve carers and altering systems such as health and safety checklists to incorporate service users living with dementia. Shared Lives staff were also aware of the increasing number of service users part of their case load with learning disabilities who were developing dementia.
Especially as…we've almost all got one learning disability service user that have signs of dementia so we're actively supporting that anyway (Shared Lives staff member)
Collective action
The division of labour between staff members was not really affected by the project during the timeframe of the research. In terms of 'contextual integration', while there did appear to be support for the project as a concept the adoption of something new was made more difficult in the context of wider organisational change. There was the feeling that a constant process of restructuring and 'transformation' which staff were having to accommodate made taking on board new things less likely. As one commissioner stated:
There's a lot of change going on at the moment though with the whole transformation programme and people are kind of change weary and aren't able to take on new concepts (commissioner) 
…huge amount of change and anxiety in the teams, the care management teams. And I think another initiative…I find you just want to say 'Oh no I don't think this is going to work' (practitioner)
Shared Lives interviewees reported some support from individual managers but that there were still difficulties in gaining help with practical issues across the local authority. There were also some difficulties caused by the service as a whole sitting within the learning disability directorate which meant that there was less commitment to the older people and dementia aspects of the work from there, but also the older people's directorate had not engaged in raising awareness of the project.
Learning disability have one agenda but that's where it's all been led…which sometimes causes a little bit of tension because we're not always going in the same direction (local authority manager)
The identification of the project as distinct from the main service was described as both a barrier and a facilitator. The provision of dedicated resources and someone with specialist knowledge and skills was identified as a positive, whilst there was a feeling amongst other interviewees that labelling it a 'project' implied it was time-limited which might have deterred people from accessing it.
The appointment of a dedicated care manager was perceived by interviewees as crucial for the project.
Interviewees highlighted that it was necessary to have someone who had the time to do all the necessary networking, advertising and liaison to make the project work. As one interviewee stated:
You have to talk it through because people don't get it just from reading it (Shared Lives staff member)
A factor that impacted on 'interactional workability' was the belief amongst some interviewees that the Shared Lives model of support for older people and/or people living with dementia was 'at odds' with the existing model of service delivery, which was essentially crisisdriven. Time constraints and pressures intrinsic to social work practice also meant they were less likely to use Shared Lives. As one interviewee commented:
Ninety per cent of our older people's placements are made at a time of crisis. A large percentage are made via a hospital admission, so this kind of matching and slow stream is at the moment at odds with our model of delivery (commissioner) We try everything to keep someone at home and then we get desperate and we need it to happen today (practitioner)
Outside agencies, including those who had signed up to the original project proposal were described by local authority staff as 'unhelpful'. Organisations working with older people, people living with dementia, their carers and families were described as acting as 'gatekeepers'. The agencies did not want to distribute information and did not see it as their role to promote local authority services.
Not willing to disseminate our information and no local advisors, no local offices have actually agreed to a meeting…these were the people who signed up to this project in the first place (Shared Lives staff member)
The interviews highlighted that staff who were potentially the main source of referral to the project utilised well-rehearsed management strategies for older people which typically included respite or respite in a care home setting. This created a barrier to the implementation of new practices which fell outside of these normal routines. As one practitioner and potential source of referral commented:
….we tend to stick with what we know. So respite or respite at a care home is easier to organise than somebody going to somebody's home (practitioner).
I just think that when they go back to their day jobs it's much easier to do what they've always done, which is arrange a care home or arrange a care package, you know, suddenly job done. And they follow the path of least resistance (commissioner)
There was a perception from some potential referrers to the service that this was a learning disability service, was not appropriate for older people and not practical in the long-term. As one interviewee stated:
It was not really designed for dementia as it would be difficult for people to adapt to new surroundings (voluntary sector worker)
Discussion
The research findings provide useful messages for the future development of this particular service but also for the introduction of new ways of working within social services more widely. NPT did provide a useful lens through which to view implementation and this research was one of the first occasions where this has been applied to social care settings. However, there were limitations to the evidence generated, for example it would have been beneficial to collect data at more than one point in time to more fully explore how these constructs influenced the ongoing sustainability of the model within the organisation, but this was not possible within the research timeframe. Although the project involved multiple stakeholders, people using services and their families could not be included as referrals to the service did not come through during the lifetime of the research. This would have enabled analysis of implementation from a wider range of perspectives.
Several theoretical approaches could have been selected for this research, for example organisational theory, innovation studies and others that address issues of uptake and implementation of evidence. Although primarily used in health care settings, NPT did appear a good 'fit' for the project as the theory has a focus on exploring how a change of 'work' within an organisation and the complex interactions that need to be in place to ensure the embedding of change. The attention NPT gave to all stakeholders' involvement in the implementation process, collectively and individually, was a key factor here given the reliance on referrals from case managers and others outside the Shared Lives dementia project.
Coherence
Coherence or 'meaning' in practice can be difficult to achieve for several reasons including a lack of clarity and certainty about the benefits of an intervention. One of the largest implementation barriers was the variable understanding of the aims and objectives of the project from non-Shared Lives staff and a general lack of awareness about Shared Lives and/or the dementia project. Without this understanding it was unlikely that Shared Lives would be offered as an option to service users living with dementia or their families. The previous Shared Lives and dementia work (Bell & Litherland, 2013 ) also found this to be an issue that needed to be addressed across professional staff groups working with this client group. Once the project had been described in more detail to interviewees the majority could see the benefits and so finding a way to communicate information effectively to staff will be key in the future.
Cognitive participation
For cognitive participation or the work to enrol individuals to engage with a new practice, having a dedicated care manager to lead the project was seen as key to getting it off the ground.
However, certain hindering factors to cognitive participation were highlighted through the interviews which emphasised how essential consideration of existing working practices is when introducing something new. The perception from social care professionals was generally that this model was a poor fit with existing working practices, and this translated into a lack of ownership and engagement with the project. Apparent from the interviews was that the work of the social care professionals was often 'routinized' making it difficult to deviate from existing practices. Social care practitioners felt that their current approach to working with older adults and those living with dementia appeared to work, as this usually led to the effective management of the client. This meant that a change of practice could be perceived as unnecessary, 'risky' or more open to challenge. Brown (2010) suggests that the vulnerability of service users and carers, lack of incentives, regulatory frameworks and scarce resources all impact on innovation and risk in a social work context. There is the potential for this to be addressed in the longer-term, in this particular instance once the service can provide examples of 'success' stories from Shared Lives support for people living with dementia, this may help to convince practitioners that this is a safe and effective approach.
Peer communication was also highlighted as a factor affecting adoptive behaviour.
Communication between colleagues usually serves two aims: raising awareness, often important in large organisations where dialogue between individuals may be less direct; and individual or collective evaluation of a new way of working integral to its acceptability (Sanders et. al. 2011) . Staff who were potential referrers to the project acknowledged this, but felt that their current working environment, time pressures and a lack of permanent desk-space did not facilitate this kind of dialogue. The service may need to foster some 'champions' within the practitioner teams to raise awareness and to help others see acceptance of the approach amongst their peers.
Collective action
Collective action or the work to enact a new practice was seen as being supported by having a key member of staff to lead the project who had specialist knowledge and skills. Wider factors though seemed to have greater influence, such as the local authority context in which the project was being implemented, where practitioners had been and were going through various reviews, restructuring, initiatives and change processes. It was felt that this impacted negatively on their ability to adopt a new way of working with a particular client group. The perceived 'unhelpfulness' of agencies outside of the local authority in raising awareness of the project may have also been in part to do with the wider context of budgetary constraints and that they were in 'competition' to provide services.
Therefore, timing should be a consideration in the introduction of new ways of working to minimise the impact of external factors.
Despite there being overall support for the concept of the project (mostly in the form of respite, short breaks or day support), the usual scenario for practitioners was dealing with people in crisis or in emergency situations and this was likely to have hindered consideration of alternative routes of care and support. This crisis management approach may also have heightened practitioner's reluctance to get involved with a model perceived as more time-consuming with the emphasis on finding a 'good match'. Addressing this issue may require a more fundamental change to practice, for example reviewing caseloads for potential referrals and linking them in to the service before crisis situations occurred.
There was a lack of buy-in from some staff based on the perception that this model of care and support was not practical in the long-term for older people and that it was not really set up to deal adequately with people living with dementia. The view held by some interviewees was that service users with learning disabilities were able to adapt to new surroundings in a way that people with dementia were not. There was no clear evidence of effectiveness for this particular group and so this, balanced against the risks to service users, may have been one of the reasons for slow adoption.
However, the idea was that people with low to moderate needs would be the main target group and that there would be a move through the different types of Shared Lives provision over time. This may need to be emphasised in any awareness raising activities, as well as the utilisation of 'success stories' for service users mentioned earlier once these became available.
Conclusion
Introducing new services requires investment of significant time, energy and resources and it is important particularly in times of financial constraints that these have the best chance of success. It is equally important that new ways of supporting people living with dementia and their families can be found. These findings highlighted some of the potential facilitators and barriers in trying to achieve this. Although specific to one local setting these findings can be adapted and made relevant to other situations. NPT was part of the research design and did help to explain the slow acceptance of the model for dementia care and support within the local area. In this case it would appear that despite clear support for the aims of the dementia project, adoption of a new way of working was influenced by existing working practices, the available 'space' staff had to take on new concepts and ideas, and communication between peers. A key recommendation for the future development of the project is consideration of the introduction of review of cases for potential referrals before a crisis point has been reached, this would then enable the timely introduction of people living with early stage dementia and their families to this type of support. There is also a need for future research to examine implementation over time, the acceptability of the service for people using it and whether it is meeting their needs and improving quality of life. Participants work together, sometimes in formal collaboration, sometimes in informal groups to evaluate the worth of a set of practices Participants in a new set of practices also work experientially as individuals to appraise its effects on them and the context in which they are set Participants in any set of practices may seek to determine how effective and useful it is for them and for others, this involves the work of collecting information in a variety of ways (summary produced from http://www.normalizationprocess.org) 
